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Cecal bascule is a rare disease variant of a cecal volvulus. It consists of upward and anterior folding of the
ascending colon, forming a flap valve, and occluding the bowel lumen resulting in proximal cecal dilatation.
Herein, we present a case of a patient who developed persistent abdominal pain few hours after a
colonoscopy. CT scan of the abdomen revealed an upward and anterior folding of the cecum. Subsequently
the patient was taken to the operating room for a right hemi-colectomy. This case emphasizes the
importance to consider cecal bascule as a differential diagnosis in patients with persistent abdominal pain
after colonoscopy, considering the ease of diagnosis with imaging studies and emergent surgical correction.
[N A J Med Sci. 2015;8(3):143-145. DOI: 10.7156/najms.2015.0803143]
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INTRODUCTION
Cecal bascule is a variant of the cecal volvulus, which
consists of an upward and anterior folding of the ascending
colon. The incidence of cecal volvulus is reported to be 2.8 to
7.1 per 100,000 annually; one-fourth of all cases of colonic
volvulus.1-3 Only 10% of cecal volvulus and estimated 0.2%
of all intestinal obstructions are cecal bascules.4,5 It is more
common in women and during the sixth decade at
presentation.6,7 No case reports of cecal bascule and only four
cases of cecal volvulus after colonoscopy were reported in
the literature.8-11 As in our case, the authors did not have
difficulty negotiating through the colon and did not require a
prolonged colonoscopy time. Herein, we present a unique
case of a cecal bascule after colonoscopy.
CASE PRESENTATION
Our patient is a 72-year-old Nigerian male with past medical
history of asthma, hypertension, malaria, prostate cancer
status post chemotherapy admitted to the hospital for
uncomplicated diverticulitis. After three days of intravenous
antibiotics, patient was discharged home on oral antibiotics
and scheduled for an outpatient colonoscopy in 4 weeks. The
colonoscopy revealed a very small and superficial ulcer with
no active bleeding and unremarkable surrounding mucosa,
which required no intervention. In addition, the left colon
revealed severe diverticulosis and a single small polyp in the
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rectum, which was removed by cold biopsy polypectomy.
The entire procedure took only eleven minutes, with no
major resistance or difficulty encountered during the
procedure. After the procedure the patient was discharged
home in stable condition.
Few hours after the colonoscopy, the patient began having
progressive right upper quadrant abdominal pain. The pain
was persistent and there was no improvement in the pain
even the next morning which caused him to come to the
Emergency Department. The pain was described as sharp,
continuous, worsened with movement and food intake, and
associated with nausea. The patient denied any fevers,
abdominal trauma, vomiting, and other bowel or bladder
disturbances. The patient denied smoking cigarettes, drinking
alcohol or using illicit drugs. The patient has no past surgical
history. Vital signs were within normal limits. The abdominal
examination revealed tenderness in the epigastric, right upper,
and right lower quadrant without any guarding, rigidity or
rebound tenderness. Rest of the physical exam was grossly
normal.
Complete blood count, lactic acid, liver function tests, and
kidney function were within normal limit. A CT scan of the
abdomen with PO contrast was done which showed,
diverticulosis and an anterior and upward folding of the
cecum with dilation and surrounding fat stranding without
any signs of bowel perforation (Figure 1, Figure 2).
The patient was then scheduled for emergency laparoscopy
due to persistent pain. During the laparoscopy, CT scan
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findings were confirmed and a right hemi-colectomy was
performed. Other than diverticulosis no other abnormality
was seen in the terminal ileum, transverse, and descending
colon. The specimen was sent for pathology. On pathology
examination, an approximately 1.5 cm ulcer was seen in the
cecum. On microscopic examination, acute necrotizing

inflammation was seen in the ulcerated area and the adjacent
colon showed foci of early transmural congestion with
submucosal and subserosal hemorrhages. Post operatively,
the patients abdominal pain improved and after a few days of
inpatient monitoring, was discharged home in stable
condition.

Figure 1. Coronal view of the computed tomography of the abdomen with
PO contrast shows anterior folding of the cecum (white asterisk) in the right
upper quadrant of the abdomen corresponding to the site of the patients
abdominal pain. The proximal small intestine is dilated (white arrow) with
reminent PO contrast (black arrows).

Figure 2. Axial view of the computed tomography of the abdomen with PO
contrast shows proximal dilatation of cecum (white arrow) with reminant PO
contrast in the small bowel (black arrow).

DISCUSSION
In 1899, Treves first described a cecal bascule, which in
French means ‘seesaw’ or ‘counterbalanced bridge’.12 Later
in 1938, Weinstein reclassified cecal bascule as a type of
cecal volvulus.13 There are three types of cecal volvulus.
Type 1 and Type 2 cecal volvulus develop from clockwise
and counterclockwise rotation of the cecum, respectively.
The cecum rotates around its mesentery including the
ascending colon and terminal ileum. Type 3 cecal volvulus,
also known as cecal bascule, involves the upward and
anterior folding of the cecum. As a result, the distal part of
the cecum found at the ileocecal junction rotates to where its
posterior surface becomes the anterior. Bending of the bowel
segment forms a flap valve, which occludes the bowel lumen
and causes massive proximal cecal dilatation. However, cecal
bascule does not result in axial torsion of the cecum, which
helps differentiate the entity from Type 1 and Type 2 cecal
volvulus.
Cecal volvulus is dependent upon the previous existence of
inadequate fixation of cecum. During embryogenesis, failure
of the cecum to fix to the posterior abdominal wall leads to a

mobile cecum that can predispose to cecal volvulus. 14
Normally, intestinal content passes from the ileum into the
cecum in an anterograde fashion. When a flap valve
occlusion occurs at the ascending colon, intestinal content
accumulates in the cecum. In the presence of a competent
ileo-cecal valve, retrograde decompression of intestinal
content back to the terminal ileum is not possible, which
results in profound cecal dilatation. Bacterial metabolism and
digestive products produce gas that worsens the cecal dilation.
Consequently, cecal dilation triggers constriction of the
venous and capillary network of the right hemi-colon
resulting in possible ischemic changes.14
Precipitating or predisposing factors have been described for
cecal volvulus including constipation, high fiber diet,
pregnancy, pelvic tumor, ileus, obstructing distal bowel
lesions, mechanical ventilation, and previous intra-abdominal
surgery.15,16 Colonoscopy may also be considered a
precipitating factor in patients who have mobile cecum due
to failure to fixate to the posterior abdominal wall. In such
patients with a mobile cecum, colonoscopy manipulation and
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air insufflation may cause displacement of the cecum and
ultimately lead to cecal volvulus. In our patient, the increased
motility related to the colonoscopy prep may have initiated
the rotation of the cecum and lead to mild ischemic changes
in the cecum leading to ulcer formation. The manipulation
and air insufflation during colonoscopy likely caused
worsening of the rotation of the cecum leading to constriction
of venous and capillary networks, which would account for
the severe persistent abdominal pain in the patient.
Most patients with a cecal bascule present with a gradual
onset of abdominal pain that develops over the period of
hours to days associated with nausea, vomiting, and/or
obstipation. The clinical presentation can be highly variable
ranging from insidious, intermittent episodes of abdominal
pain to an acute abdominal catastrophe.2,3,14-16 Physical
examination also varies depending upon the severity of the
underlying volvulus and its complications including
perforation or ischemic bowel. Upright abdominal x-ray,
computed tomography of the abdomen, single contrast
barium or hypaque enema, and laparoscopy/laparotomy can
be done to diagnose cecal bascule/volvulus. Plain X-ray
findings usually reveal a distended cecum. Computed
tomography of the abdomen confirms the diagnosis in around
90% of patients showing upward folding of the cecum.17,18
Contrast studies typically reveal a rounded termination of
contrast as a result of the transversely folded cecum.
Management is mainly surgical including ceacopexy,
ceacostomy or right hemicolectomy. Ceacopexy alone has a
high risk of leakage and recurrence. Ceacostomy has been
associated with a high risk of postoperative wound infection.
Therefore, some authors recommend right hemi-colectomy as
the mainstay treatment for cecal volvulus/bascule.6,19 There is
a 20-25% risk of concurrent cecal necrosis and a failure rate
of around 95% with non-operative management such as
colonoscopy or reduction barium enema; thus they are not
recommended.20
CONCLUSION
Cecal bascule is a very rare disease entity, which causes large
bowel
obstruction
and
complications
of
cecal
necrosis/perforation. It is imperative to consider cecal
bascule as a differential diagnosis after colonoscopy when a
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patient presents with persistent and/or worsening abdominal
discomfort.
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